The patient's ocular findings suggested asymmetric papilloedema secondary to raised intracranial pressure rather than a papillitis, particularly as the scan was abnormal. However, in this case it developed into an optic neuropathy that was demonstrably due to vascular occlusion as revascularization phenomena were later observed. This demonstrates that occasionally a disc can be swollen from papillitis with an initially normal acuity. More important, however, is to remember to exclude syphilis with any case of optic neuritis.
The rule is for meningovascular syphilis to be associated with a brisk CSF inflammatory response with cellular CSF and increased IgG7, but our patient shows that this is not invariable. The unusual presentation and mild CSF changes in the face of a rapidly deteriorating neurological state may reflect a changing pattern of late syphilis -possibly owing to the prevalent use of antibiotics for other conditions in courses that modify but don't cure the disease", This case highlights the continuing importance of routine tests for syphilis in unexplained neurological illness. We would not, however, advocate delaying what appears to be a necessary biopsy whilst awaiting the result as this case must be exceptional. Extracorporeal shock wave lithotripsy (ESWL) has been used to treat a variety of renal calculi in children--'. The patient hoist on the lithotripter may be adapted so that the restraint belts act as a sling on which children over 1 m in height can be safely supported. We have successfullytreated 8 children, and now report a further 2 children with primary hyperoxaluria, who failed to respond to high dose pyridoxine, and whose renal calculi were treated with ESWL.
Case·reports
Case 1: RD presented in 1983 at the age of 6 years. Since then he had passed multiple stones per urethra, associated with severe renal colic. Abdominal X-ray in 1986 showed multiple bilateral renal calculi and nephrocalcinosis. Under general anaesthesia, with gentamicin at induction, he was treated at 2 sessions of ESWL, 2 months apart, with 2000 shocks per session to his left kidney. He had good fragmentation and some significant stone clearance. His serum creatinine rose from 105 to 145 j.tmol/l following ESWL. His overall GFR decreased from 39 to 33 mVmin/l.73 m 2 • DTPA renography showed that both kidneys were functioning very poorly after ESWL with individual kidney GFRs decreasing on the left from 27 to 3, and on the right from 19 to 11 ml/min/1.73 m 2 • DMSA scan compared with a pretreatment study showed significant deterioration in function of the left kidney from 44 to 34%. In view of this disappointing change in renal function further ESWL was postponed. His serum creatinine 3 months after ESWL was 127 j.tmolll.
Case 2: GC first presented at the age of 18 months with a urinary calculus. Since then he had been in stable chronic renal failure and had frequently passed large calculi per urethra. Abdominal X-ray in 1986, when he was 10 years old, showed right nephrocalcinosis and multiple renal calculi on the left. He was treated with 2000 shocks to his left kidney. Following ESWL his stone fragments became impacted in the left ureter (Steinestrasse) producing an acute obstruction and hydronephrosis which was drained by the insertion of a left sided nephrostomy tube (Figure 1) . He was discharged with the nephrostomy tube in situ, passing stones per urethra. Two weeks later his serum creatinine had risen from 140 to 300 j.tlDolll. Staphylococcus epidermidis was cultured from the nephrostomy urine sample, and he was started on flucloxacillin and gentamicin. He continued to pass stones and reasonable quantities of urine per urethra. One month later he was readmitted with a Proteus infection in his nephrostomy urine and a creatinine of 394 j.tmol/I. DMSA scan showed a dramatic deterioration in function of both kidneys compared with pre-ESWL. Although there was no radiological evidence of obstruction to either kidney, the stone fragments at the lower end of his left ureter, which had not moved in the 2 months since treatment, were extracted by Dormia basket. His creatinine continued to rise to 8651-'mol/l in the spite of treating his urine infection, adequate hydration and sodium supplements and good urinary drainage. He was subsequently referred for haemodialysis.
Discussion
This is the first report of ESWL in children with primary hyperoxaluria. Two other children with primary hyperoxaluria", one only 6 years old and weighing 15 kg, have been successfully treated by percutaneous nephrolithotomy. Chaussy" followed 50 adult patients for 18 months after ESWL with 131Iodine-hippuran clearance studies and found an increase in function of the treated kidney to 110% of initial performance. This was probably due to elimination of stone related obstruction, but he felt that it excluded the possibility of impairment of renal function by shock wave therapy. In a recent studyt in 42 adult patients, the effects of ESWL were assessed by 99mTc_DTPA renography. At 2-3 days post-ESWL there was a statistically significant decrease in the relative renal function of the treated kidney and increase in the parenchymal transit time index (a sensitive index of disturbed renal function) in both the treated and the untreated kidney. These effects were transient and had completely resolved by 3 weeks post-ESWL. We have used ESWL to success-fully treat 8 other children, and a young adult with mild metabolic hyperoxaluria'', However, in the 2 children with static chronic renal failure because of primary hyperoxaluria, renal function deteriorated significantly following ESWL. Whether this was coincidental or not we cannot be sure, but we would currently hesitate to recommend ESWL in children with primary hyperoxaluria who already have significantly compromised renal function.
